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STATE OF WISCONSIN
BEFORE THE MEDICAL EXAMINING BOARD

IN THE MATTER OF DISCIPLINARY
PROCEEDINGS AGAINST
FINAL DECISION AND ORDER

0004603

Division of Legal Services and Compliance Case Nos. 14 MED 300,
14 MED 302 and 15 MED 002

DAVID J. HOULIHAN, M.D.,
RESPONDENT.

The parties to this action for the purpose of Wis. Stat. § 227.53 are:

David J. Houlihan, M.D.
W5119 Knobloch Road
La Crosse, WI 54601

Wisconsin Medical Examining Board
P.O. Box 8366
Madison, WI 53708-8366

Division of Legal Services and Compliance
Department of Safety and Professional Services
P.O. Box 7190

Madison, WI 53707-7190

The parties in these matters agree to the terms and conditions of the attached Stipulation
as the final disposition of these matters, subject to the approval of the Medical Examining Board
(Board). The Board has reviewed this Stipulation and considers it acceptable.

Accordingly, the Board in these matters adopts the attached Stipulation and makes the
following Findings of Fact, Conclusions of Law and Order.

FINDINGS OF FACT

1. Respondent David J. Houlihan, M.D. (DOB February 4, 1964), is licensed in the
state of Wisconsin to practice medicine and surgery, having license number 35991-20, first
issued on September 23, 1994, with registration current through October 31, 2017.

2. Respondent is not licensed to practice medicine in any other jurisdiction.

3. The most recent address on file with the Wisconsin Department of Safety and
Professional Services (Department) for Respondent is W5119 Knobloch Road, La Crosse,

Wisconsin 54601.



4. On August 13, 2014, the Department’s Division of Legal Services and
Compliance (DLSC) opened Case No. 14 MED 302 to investigate allegations that Respondent
had engaged in unprofessional conduct in his care and treatment of patients at the United States
Veterans Affairs Medical Center located in Tomah, Wisconsin (Tomah VA).

5. On January 20, 2015, DLSC opened Case No. 15 MED 002 to investigate
additional allegations that Respondent had engaged in unprofessional conduct in his care and
treatment of patients at Tomah VA.

6. On March 16, 2016, the Board approved a formal Complaint against Respondent
in DLSC Case No. 15 MED 002. It was filed with the Wisconsin Department of Administration,
Division of Hearings and Appeals (DHA) on March 23, 2016, thereby initiating SPS-16-0030. A
true and correct copy of the Complaint as filed is attached hereto as Exhibit A.

7. On April 4, 2016, Respondent filed an Answer to the Complaint in 15 MED
002/SPS-16-0030, denying all allegations of unprofessional conduct against him.

8. On June 16, 2016, Respondent was added as a party to then-pending DLSC Case
No. 14 MED 300, to investigate allegations that Respondent engaged in unprofessional conduct
in his care and treatment and/or in his supervision of the care and treatment of patients at Tomah
VA.

9. On July 20, 2016, the Board approved a formal Complaint against Respondent in
DLSC Case No. 14 MED 302. It was filed with DHA on the same date, thereby initiating SPS-
16-0050. A true and correct copy of the Complaint as filed is attached hereto as Exhibit B.

10. On August 3, 2016, Respondent filed an Answer to the Complaint in 14 MED
302/SPS-16-0050, denying all allegations of unprofessional conduct against him.

11. On September 1, 2016, Administrative Law Judge Jennifer Nashold (ALJ
Nashold) issued an order consolidating 15 MED 002/SPS-16-0030 with 14 MED 302/SPS-16-
0050.

12. On October 3, 2016, ALJ Nashold issued an order setting the consolidated matters
for hearing on March 13-17 and March 20-24, 2017, with deadlines for amended pleadings,
dispositive motions, the disclosure of witnesses and exhibits, the close of discovery, and motions
in limine.

13. On October 19, 2016, the Board approved an Amended Complaint in 15 MED
002/SPS-16-0030. It was filed with DHA on the same date. A true and correct copy of the
Amended Complaint as filed is attached hereto as Exhibit C.

14. On October 31, 2016, Respondent filed an Answer to the Amended Complaint in
15 MED 002/SPS-16-0030, denying all allegations of unprofessional conduct against him.

15. OnNovember 11, 2016, DLSC filed a Motion For Partial Summary Judgment as
to Count 22 of the Amended Complaint in 15 MED 002/SPS-16-0030. On November 23, 2016,



Respondent filed a response opposing DLSC’s motion, and DLSC filed a reply on December 2,
2016.

16. On December 19, 2016, ALJ Nashold issued a Summary Judgment Order
granting summary judgment on Count 22 of the Amended Complaint in 15 MED 002/SPS-16-
0030. A copy of the order is attached hereto as Exhibit D.

17.  On December 20, 2016, the Board approved a formal Complaint against
Respondent in 14 MED 300. It has not been filed with DHA as of the date of this order.

18.  Asto all the remaining counts pled against him in 15 MED 002/SPS-16-0030 and
14 MED 302/SPS-16-0050, and in the approved but not filed Complaint in 14 MED 300,
Respondent denies any unprofessional conduct.

19. DLSC and Respondent agree to fully and finally resolve 15 MED 002/SPS-16-
0030, 14 MED 302/SPS-16-0050, and 14 MED 300 by entry of the following Conclusions of
Law and Order.

20. DLSC agrees to not pursue costs, including attorney fees, pursuant to Wis. Stat.
§ 440.22.

21.  Respondent agrees he will never apply for any credential issued by the
Department or any regulatory board affiliated with the Department which in any way involves
the provision of medical care and treatment, or other medical or health care services.

22.  Respondent agrees he will not accept any new patients as of the effective date of
this Order.
CONCLUSIONS OF LAW
1. The Wisconsin Medical Examining Board has jurisdiction to act in this matter

pursuant to Wis. Stat. § 448.02(3), and is authorized to enter into the attached Stipulation
pursuant to Wis, Stat. § 227.44(5).

2. Pursuant to the Summary Judgment Order described in Finding of Fact 16,
Respondent engaged in unprofessional conduct as defined by Wis. Admin. Code § Med

10.03(3)(c).
ORDER

L. The attached Stipulation is accepted.

2. The PERMANENT SURRENDER by Respondent David J. Houlihan, M.D. of his
license and registration to practice medicine and surgery in the State of Wisconsin (license no.
35991-20) and the appurtenant right to renew that registration is hereby accepted, and shall
become effective thirty (30) days from the date of this Order so that Respondent can discharge
his current patients in accordance with Wis. Admin. Code § Med 10.03(2)(0).



3. This surrender constitutes Respondent’s permanent relinquishment of his right to
practice medicine and surgery in the State of Wisconsin. The Board will not at any time in the
future, process or otherwise consider an application or attempt at renewal by Respondent of
credentials necessary to practice medicine and surgery in the State of Wisconsin.

4. This Order is effective on the date of its signing.

Member of the Board




STATE OF WISCONSIN
BEFORE THE MEDICAL EXAMINING BOARD

IN THE MATTER OF DISCIPLINARY

PROCEEDINGS AGAINST
STIPULATION
DAVID J. HOULIHAN, M.D., :
RESPONDENT. : 0004603

Division of Legal Services and Compliance Case Nos. 14 MED 300,
14 MED 302 and 15 MED 002

Respondent David J. Houlihan, M.D., and the Division of Legal Services and
Compliance, Department of Safety and Professional Services stipulate as follows:

1. This Stipulation is entered into in the course of the above-described matters
pending before the Wisconsin Department of Administration, Division of Hearings and Appeals,
and the Division of Legal Services and Compliance. Respondent consents to the resolution of
these matters by Stipulation.

2. Respondent understands that by signing this Stipulation, Respondent voluntarily
and knowingly waives the following rights:

o the right to a hearing on the allegations against Respondent, at which time the State has
the burden of proving those allegations by a preponderance of the evidence;
the right to confront and cross-examine the witnesses against Respondent;
the right to call witnesses on Respondent’s behalf and to compel their attendance by
subpoena;
the right to testify on Respondent’s own behalf;,
the right to file objections to any proposed decision and to present briefs or oral
arguments to the officials who are to render the final decision;
the right to petition for rehearing; and
all other applicable rights afforded to Respondent under the United States Constitution,
the Wisconsin Constitution, the Wisconsin Statutes, the Wisconsin Administrative Code,
and other provisions of state or federal law.

3. Respondent is aware of Respondent’s right to seek legal representation and has
been provided an opportunity to obtain legal counsel before signing this Stipulation. Respondent
is represented by Attorney Frank M. Doherty.

4. Respondent agrees to the adoption of the attached Final Decision and Order by
the Wisconsin Medical Examining Board (Board). The parties to the Stipulation consent to the
entry of the attached Final Decision and Order without further notice, pleading, appearance or
consent of the parties. Respondent waives all rights to any appeal of the Board's order, if
adopted in the form as attached.



5. If the terms of this Stipulation are not acceptable to the Board, the parties shall not
be bound by the contents of this Stipulation, and the matters shall then be returned to the
Wisconsin Department of Administration, Division of Hearings and Appeals, and the Division of
Legal Services and Compliance for further proceedings. In the event that the Stipulation is not
accepted by the Board, the parties agree not to contend that the Board has been prejudiced or
biased in any manner by the consideration of this attempted resolution.

6. The parties to this Stipulation agree that the attorney or other agent for the
Division of Legal Services and Compliance and any member of the Board ever assigned as an
advisor in these matters may appear before the Board in open or closed session, without the
presence of Respondent or Respondent’s attorney, for purposes of speaking in support of this
agreement and answering questions that any member of the Board may have in connection with
deliberations on the Stipulation. Additionally, any such advisor may vote on whether the Board
should accept this Stipulation and issue the attached Final Decision and Order.

7. Respondent is informed that should the Board adopt this Stipulation, the Board's
Final Decision and Order is a public record and will be published in accordance with standard
Department procedure.

8. The Division of Legal Services and Compliance joins Respondent in
recommending the Board adopt this Stipulation and issue the attached Final Decision and Order.
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EXHIBIT

A

STATE OF WISCONSIN :
BEFORE THE MEDICAL EXAMINING BOARD

IN THE MATTER OF DISCIPLINARY
PROCEEDINGS AGAINST
COMPLAINT
DAVID J. HOULIHAN, M.D.,
RESPONDENT.

Division of Legal Services and Compliance Case No. 15 MED 002

Yolanda Y. McGowan, an Attorney for the State of Wisconsin, Department of Safety and
Professional Services, Division of Legal Services and Compliance, Post Office Box 7190,
Madison, Wisconsin 53707-7190, upon information and belief, alleges that:

1. Respondent David J. Houlihan, M.D. (DOB February 4, 1964), is licensed in the
state of Wisconsin to practice medicine and surgery, having license number 35991-20, first
issued on September 23, 1994, with registration current through October 31, 2017.

2. The most recent address on file with the Wisconsin Department of Safety and
Professional Services (Department) for Respondent is W5119 Knobloch Road, L.a Crosse,
Wisconsin 54601.

3. At all times pertinent to this matter, Respondent practiced medicine at the
Veterans Administration Medical Center located in Tomah, Wisconsin (Tomah VA).

4. Respondent’s practice specialty is psychiatry.

5. Respondent’s medical practice at Tomah VA began in 2002 as an outpatient
psychiatrist.

6. Respondent continued to serve as an outpatient psychiatrist while assuming
various management roles at Tomah VA, including Clinical Director of Mental Health, Acting
Chief of Staff, Chief of Staff, and Acting Medical Center Director.

7. In his role as Chief of Staff, Respondent provided and/or directed or superv1sed
the provision of healthcare services to veterans of the United States Military.

8. Effective January 16, 2015, Respondent’s clinical privileges at Tomah VA were
summarily suspended.

9. The reported basis for the suspension was the conclusion that Respondent’s
clinical practice did not meet the accepted standards of practice and potentially constltuted an
imminent threat to patient welfare.
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10.  Effective November 9, 2015, Respondent’s employment at Tomah VA was
terminated and his clinical privileges were revoked.

11.  The reported basis for Respondent’s termination and the revocation of his clinical
privileges was the determination that:

a. Respondent failed to provide appropriate medical care to at least 22 patients
between 2005 and 2014, and

b. Respondent engaged in professional misconduct involving eight reported
incidents of abuse of authority occurring between 2008 and 2013.

COUNT 1

12.  Respondent provided and/or directed and supervised the provision of healthcare
services to Patient A' (a male born in 1978) at various times from 2005 until August 2014,

13.  In or around 2003, Patient A presented to Tomah VA to establish care.

14.  Patient A returned to Tomah VA in 2005 requesting treatment for addiction; he
reported opioid dependence and abuse/addiction to controlled substances, including
benzodiazepines.

15.  From 2005 through 2014, Patient A was seen intermittently at Tomah VA for
mental health diagnoses including posttraumatic stress disorder (PTSD), generalized anxiety
disorder, attention deficit hyperactivity disorder (ADHD), and Bi-polar I Disorder.

16. On August 10, 2014, Patient A was admitted to Tomah VA following reports of
suicidal thoughts, feeling out of control, and complaints of low back pain. 2

17. On August 22, 2014, while Patient A was still receiving inpatient care at Tomah
VA, Respondent saw Patient A for “Pharmacy Management” and “Further Evaluation™ at an
outpatient appointment.3

18.  Following the August 22, 2014 appointment, Respondent neither made, nor
caused to be made, any changes to the list of prescription medications Patient A was receiving.

19, Prior to August 28, 2014, Patient A’s Tomah VA healthcare records reflected a
reported history of:

a. frequently adjusting and/or discontinuing medications on his own;

b. taking medications that were not prescribed for him;

! In order to respect the patient’s privacy, he will be referenced in all pleadings as “Patient A.” Patient A’s identity is
being disclosed to Respondent in a separate communication.

2 patient A’s admission to the inpatient treatment unit continued until August 30, 2014.

? Respondent anticipated assuming Patient A’s care upon his expected discharge from inpatient treatment.
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¢. taking excessive amounts of benzodiazepines and other medicines;
d. obtaining controlled substances illegally, and

e. a potentially severe allergic reaction to Suboxone®.

20. On August 28, 2014, in consultation with another Tomah VA psychiatrist,
Respondent agreed to start Patient A on Suboxone® at a dosage of 8 mg twice daily.

21.  Suboxone®, the brand name for buprenorphine, is a Schedule III narcotic under
the federal Controlled Substances Act and Wis. Stat. § 961.18(5m)(a).

22.  On and prior to August 28, 2014, Suboxone® was approved by the United States
Food and Drug Administration to treat patients with opioid dependence.

23.  Onand prior to August 28, 2014, Patient A was not dependent on opioids.

24.  Om August 29, 2014, Respondent prescribed Patient A 8 mg of Suboxone® to be
administered twice daily.

25.  When Respondent prescribed Suboxone® for Patient A, he did not adjust or cause
to be adjusted, any of the medications Patient A was receiving at the time, which included
atomoxetine, diazepam, diphenhydramine HCL, duloxetine, hydroxyzine pamoate, quetiapine
fumarate, temazepam, and tramadol.

26.  On the morning of August 29, 2014, Patient A was administered the first of three
doses of Suboxone® in a 24 hour period.

27.  On August 30, 2014, Patient A died in his room on the Tomah VA inpatient
treatment unit.

28.  Patient A’s autopsy report noted the cause of death as mixed-drug toxicity
(tramadol, diazepam, diphenhydramine, and buprenorphine). It further noted a finding of
pulmonary edema with evidence of terminal aspiration."‘

29.  Respondent was one of Patient A’s treating and/or supervising physicians
immediately prior, and up to the time of Patient A’s demise.

30.  During the course of his care and treatment of Patient A, Respondent knew or
should have known that Patient A:

a. frequently adjusted and/or discontinued medications on his own,

b. reported taking medications that were not prescribed for him;

4Aspiration may occur when a person is unconscious or under the effects of a general anesthetic; it can result from
delayed respiratory depression.
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c. misused certain of his medications, including benzodiazepines, by taking
excessive amounts;

d. obtained controlled substances illegally, and
e. a potentially severe allergic reaction to Suboxone®.

31.  During the course of the care and treatment of Patient A, Respondent prescribed
or caused to be prescribed to Patient A, multiple controlled and non-controlled medications with
the potential for respiratory depression.

32.  When prescribing Suboxone® to Patient A, Respondent did not inquire into, or
otherwise assess whether Patient A was at increased risk of harm for a potentially severe allergic
reaction to receiving 8 mg of Suboxone®.

33.  When prescribing Suboxone® to Patient A, Respondent did not in any way
document the prescription order, including the amount and frequency to be administered, the
clinical justification for the prescription order itself; the clinical justification for the prescription
order in combination with the other controlled substances Patient A was receiving, or the
assessment of risks and benefits to the patient in light of his reported medical history as reflected
in the Tomah VA patient records.

34,  When prescribing Suboxone® to Patient A, Respondent did not inform Patient A
of the risks and benefits of treatment with Suboxone®, and of other available alternate, viable
modes of treatment and about the benefits and risks of these treatments;

35.  During the course of the care and treatment provided to Patient A, Respondent
prescribed and/or caused to be prescribed to Patient A significant amounts of controlled
substances without adequate or any medical support.

36.  During the course of the care and treatment of Patient A, Respondent prescribed
and/or caused to be prescribed to Patient A a combination of controlled substances, including
benzodiazepines and opioids, for which there was no adequate clinical or evidence-based
support.

37. A minimally competent and reasonable physician would have:

a. recognized that a patient with Patient A’s health history and mental condition was
at high risk for abusing and/or misusing controlled substances, including
benzodiazepines, and reduced, discontinued or otherwise modified Patient A’s
controlled substance medications to reduce the unacceptable risk of adverse health
consequences to the patient;

b. recognized that the multiple and varied combination of controlled substances
being prescribed to Patient A could unnecessarily increase the patient’s risk of
adverse consequences due to over-sedation, increased respiratory depression,
mixed-drug toxicity, and/or death, and taken action to protect against this risk;
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c. assessed the risks and benefits, and evaluated the appropriateness of prescribing
8 mg of Suboxone® twice daily to a patient with Patient A’s health history, as
reflected in the Tomah VA records; '

d. would not have added an additional controlled substance with sedative properties
(Suboxone®) to the medications the patient was already receiving;

e. utilized extreme caution and careful monitoring of the patient to protect against an
unacceptable risk of harm due to increased respiratory depression and other risks
of adverse health consequences created by the concurrent administration of
multiple benzodiazepines and opioids;

f. informed Patient A of the potential for complications regarding treatment with
Suboxone® alone, and in combination with the other controlled substance
medications Patient A was receiving;

g. obtained informed consent for the mode and method of treatment to be rendered
to Patient A, and

h. indicated on Patient A’s healthcare chart that risks and benefits of the treatment
plan (including pharmacological management), as well as reasonable alternate
modes of treatment, had been communicated to Patient A.

38. Respondent’s care and treatment, and/or supervision of the care and treatment
provided to Patient A, including prescriptive practices regarding Patient A, fell below the
standard of minimal competence, and created the unacceptable risk that Patient A would
experience adverse health consequences, up to, and including death.

39. Respondent David J. Houlihan, M.D., by the conduct previously described herein
was negligent. .

40. Respondent David J. Houlihan, M.D., departed from or failed to conform to the
standard of minimally competent medical practice, creating the unacceptable risk that Patient A
would suffer adverse health consequences, up to, and including death. By said conduct,
Respondent engaged in unprofessional conduct as defined by Wis. Admin. Code
§ Med 10.03(2)(b)’.

~ 41. Respondent David J. Houlihan, M.D., by presctibing or ordering prescription
medication in a manner that is inconsistent with the standard of minimal competence, created the
unacceptable risk that Patient A would suffer adverse health consequences, up to, and including
death. By said conduct, Respondent engaged in unprofessional conduct as defined by Wis.
Admin. Code § Med 10.03(2)(c).

5 All references to the Wisconsin Administrative Code are to the Code in effect at the time of the alleged conduct:
November 2002 for conduct occurring prior to October 1, 2013, and October 2013 for conduct occurring on and
after October 1, 2013,




Complaint
In re the disciplinary proceedings against
David J. Houlihan, M.D., Case No. 15 MED 002

42. Respondent David J. Houlihan, M.D., by providing care and treatment to Patient A
without informing him about the risks and benefits of treatment, and about the availability of
other alternate medical modes of treatment and the risks and benefits of those treatments, created
the unacceptable risk that Patient A would suffer adverse health consequences, up to, and
including death. By said conduct, Respondent engaged in unprofessional conduct as defined by
Wis. Admin. Code § Med 10.03(2)(3).

43. Respondent David J. Houlihan, M.D., by failing, to establish and maintain timely
patient health care records consistent with the requirements of Wis. Admin., Code ch. Med 21,
engaged in unprofessional conduct as defined by Wis. Admin. Code § Med 10.03(3)(e).

COUNT 2

44. On or about February 12, 2015, the United States Veterans Administration (VA)
commenced a focused review of Respondent’s clinical practices at Tomah VA.

a. The review was conducted by a five-member panel.

b. The panel included three psychiatrists (Reviewers) who actively practiced in VA
facilities outside the Tomah, Wisconsin region.

c. The Reviewers were provided access to patient charts of 27 patients to whom
Respondent had prescribed opioids and/or Suboxone® in 2014.

45. In their review, the Reviewers raised the following issues and concerns related to
Respondent’s clinical practice:

a. Inappropriate care;

b. prescriptive practices (including inappropriate or unsafe prescribing);
c. acting beyond the scope of practice of general psychiatry;

d. inadequate documentation, and

e. failure to discuss risks and benefits of treatment.

46. In the course of his clinical practices at Tomah VA, Respondent routinely provided
care outside the scope of a general psychiatric practice.

47. Inthe course of his clinical practices at Tomah VA, when treating patients
presenting with chronic pain complaints, Respondent:

a. routinely prescribed opioids in doses that greatly exceeded the recommended
maximum daily amount;

b. did not refer these patients to primary care, pain management, or other providers;
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c. did not consult with any specialists in treating patients with chronic pain
complaints;

d. routinely prescribed opioids without sufficient supporting documentation, and/or

e. toutinely prescribed opioids in direct contradiction of written recommendations
by other, more qualified providers.

48. A minimally competent and reasonable mental health provider practicing in a
mental health clinic would not treat patients with chronic pain complaints with chronic opioid
medications, but would refer patients to a pain management program, involve a pain
management specialist, or would otherwise utilize a collaborative, interdisciplinary care
approach to chronic pain management.

49, A minimally competent and reasonable physician would have informed patients of
the risks and benefits of treating chronic pain complaints with high doses of opioid medications,
and of other available alternate, viable modes of non-pharmacological based medical treatment
for chronic pain management, interdisciplinary chronic pain management options, and about the
benefits and risks of these treatments. '

50. Respondent David J. Houlihan, M.D., failed to act as a minimally competent and
reasonable physician by practicing outside the scope of general psychiatry in his treatment of
patients presenting with complaints of chronic pain.

51. Respondent David J. Houlihan, M.D., by the conduct previously described herein:

a. departed from or failed to conform to the standard of minimally competent
medical practice;

b. practiced medicine when unable or unwilling to do so with reasonable skill and
safety;

c. prescribed, dispensed, administered or caused to be prescribed, dispensed, or
administered, prescription medications in a manner that is inconsistent with the
standard of minimal competence;

d. practiced medicine beyond the scope of his medical specialty and training;
e. performed medical acts without required informed consent, and

f. failed to maintain patient health care records consistent with the requirements of
Wis. Admin. Code ch. Med 21.

thereby creating the unacceptable risk that patients would suffer adverse health consequences
from lack of appropriate chronic pain management, including risk of injury or death due to over-
sedation, substance abuse, inadequate treatment of chronic pain, and adverse side effects of
medications used alone or in combination with others. By said conduct, Respondent engaged in
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unprofessional conduct as defined by Wis. Admin. Code § Med 10.02(2)(h), (i), (), (p), (w) and
(za) and Wis. Admin. Code §§ Med 10.03(2)(a), (b), (c), (G) and (3)(e).

COUNT 3

52. Inearly 2015, the VA Administrative Board of Investigation (ABI) investigated
allegations that Respondent, while acting as the Tomah VA Chief of Staff, abused his authority
by treating pharmacy and other staff adversely when they raised concerns regarding
Respondent’s prescriptive practices, particularly overmedication and drug diversion.

53. OnJuly 23, 2015, the ABI issued a report finding that on multiple occasions
spanning several years, Respondent engaged in inappropriate, unfair, and intimidating actions
which fostered an environment in which Tomah VA staff felt unable to openly communicate
concerns about potentially unsafe prescribing practices.

54. The ABI report concluded that Respondent’s inappropriate conduct was sufficiently
egregious to constitute an abuse of his authority as Chief of Staff.

55. Respondent, in his role as Tomah VA Chief of Staff, on multiple occasions between
2005 and 2014, engaged in conduct that was disruptive, threatening, or harsh, or otherwise
negatively impacted members of the Tomah VA staff in the performance of their duties.

56. Between 2005 and 2014, due to the hostile and disruptive work environment created
by Respondent, Tomah VA staff deliberately refrained from communicating with or consulting
with Respondent about patient care issues to avoid hostility and confrontation.

57. A minimally competent and reasonable physician would not engage in repeated or
significant disruptive behavior or interaction with medical facility personnel that could
reasonably be expected to adversely impact the quality of health care rendered.

58. Respondent David J. Houlihan, M.D., failed to act as a minimally competent and
reasonable physician in his interactions with medical facility personnel and abuse of his authority
as Tomah VA Chief of Staff.

59. Respondent David J. Houlihan, M.D., by engaging in repeated or significant
disruptive behavior or interactions with Tomah VA personnel, or otherwise abusing his authority
as Tomah VA Chief of Staff, created an unacceptable risk that the quality of patient care at
Tomah VA would be adversely impacted.

60. Respondent’s above-described conduct tends to constitute a danger to the health,
welfare, or safety of patient or public, and constitutes unprofessional conduct as defined by Wis.
Admin. Code § Med 10.02(2)(h) and § 10.03(2)(h).

61. As aresult of the above conduct, Respondent is subject to discipline pursuant to
Wis. Stat. § 448.02(3).
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The Division of Legal Services and Compliance demands that the Medical Examining
Board hear evidence relevant to the matters alleged in this complaint, determine and impose the
discipline warranted, and assess the costs against Respondent David J. Houlihan, M.D.

5

Dated .7 3’ of March, 2016.

‘:‘7\\.....’

A

N £ J DA
Yolanda Y. McGowan, Attorney
State Bar No. 1021905
Department of Safety and Professional Services
Division of Legal Services and Compliance
P.0. Box 7190
Madison, W1 53707-7190
(608) 266-3679
Yolanda.McGowan@wisconsin.gov




EXHIBIT

)

STATE OF WISCONSIN
BEFORE THE MEDICAL EXAMINING BOARD

IN THE MATTER OF DISCIPLINARY
PROCEEDINGS AGAINST ;
COMPLAINT
DAVID J. HOULIHAN, M.D.,

RESPONDENT.

Division of Legal Services and Compliance Case No. 14 MED 302

Yolanda Y. McGowan and Joost Kap, Attorneys for the State of Wisconsin, Department
of Safety and Professional Services, Division of Legal Services and Compliance, Post Office
Box 7190, Madison, Wisconsin 53707-7190, upon information and belief, allege that:

1. Respondent David J. Houlihan, M.D. (DOB February 4, 1964), is licensed in the
state of Wisconsin to practice medicine and surgery, having license number 35991-20, first
issued on September 23, 1994, with registration current through October 31, 2017.

2. The most recent address on file with the Wisconsin Department of Safety and
Professional Services (Department) for Respondent is W5119 Knobloch Road, La Crosse,
Wisconsin 54601.

3. Respondent currently practices psychiatry at a clinic located in La Crosse,
Wisconsin.

4, At all times pertinent to this matter, Respondent practiced medicine at the
Veterans Affairs Medical Center located in Tomah, Wisconsin (Tomah VA). "

5. Respondent’s medical practice at Tomah VA began in 2002 as an outpatient
psychiatrist.
6. Respondent continued to serve as an outpatient psychiatrist while assuming

various management roles at Tomah VA, including Clinical Director of Mental Health, Acting
Chief of Staff, Chief of Staff, and Acting Medical Center Director.

7. In his roles at Tomah VA, Respondent provided, directed, and/or supervised the
provision of healthcare services to veterans of the United States Military.

8. Effective January 16, 2015, Respondent’s clinical privileges at Tomah VA were
summarily suspended.

9. Effective November 9, 2015, Respondent’s employment at Tomah VA was
terminated and his clinical privileges were revoked.
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COUNT 1 - PATIENT B!

10.  On more than one occasion between 2006 and 2015, Patient B (a female veteran
born in 1984) received healthcare services at Tomah VA,

11.  On August 29, 2006, Patient B presented to Tomah VA’s urgent care center with
complaints of shoulder pain. Patient B’s healthcare record for that visit includes health history as
follows: Patient B suffered a shoulder injury during basic training in 2002; in or around 2005,
Patient B began experiencing neck pain believed to be secondary to her shoulder injury; and
Patient B, having been previously hospitalized for depression, was secking service-connected
disability for depression.

12.  During the August 29, 2006 visit, Patient B reported Tylenol® and ibuprofen as
her current medications; reported her most prior medication regimen as including
hydromorphone and oxycodone; reported that she did not want to be “put on a bunch of
experimental meds,” and requested that her pain medication regimen be closely monitored.

13.  Between 2006 and 2015, Patient B was seen intermittently at Tomah VA by
Respondent and other Tomah VA healthcare providers for various physical and/or mental health
conditions including substance abuse, non-compliance with prescribed medications, suicidal
ideations, detoxification, shoulder pain, and panic/anxiety attacks.

14.  Between 2006 and 2015, Patient B’s Tomah VA healthcare chart reflects
references to diagnoses of Bipolar Disorder, Alcohol Abuse, Depression, Attention
Deficit/Hyperactivity Disorder, and Psychalgia.

15. On May 24, 2007, Patient B was admitted to Tomah VA for the first of seven in-
patient admissions to the psychiatric unit for substance abuse-related conditions between then
and December 2007.

16. On June 8, 2007, Respondent first saw Patient B while she was still receiving care
on the inpatient psychiatric unit at Tomah VA. Respondent doubled the dosages of several
controlled substance medications Patient B was receiving, including Prozac®, Valium® and
risperidone.

17. On more than one occasion between 2007 and 2015, including, but not limited to
dates in May 2010, October 2011, June 2012, March 2013, and November 2014, Respondent
prescribed opioids, stimulants, benzodiazepines, and other controlled and non-controlled
substances to Patient B in amounts and/or combinations with insufficient or no medical support,
creating an unreasonable risk that Patient B may suffer adverse health effects, up to, and
including death.

18.  Onmore than one occasion between 2007 and 2015, including, but not limited to
dates in May 2010, October 2011, June 2012, March 2013, and November 2014, Respondent

! To respect privacy, patients will be referenced in all pleadings as Patients B, C, D, E and F. Each patient’s identity
has been disclosed to Respondent in a separate communication.
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prescribed opioids, stimulants, benzodiazepines, and other controlled and non-controlled
substances to Patient B without informing Patient B of available alternate modes of medical
treatment and the risks/benefits of said treatments.

19. On more than one occasion between 2007 and 2015, including, but not limited to
dates in May 2010, October 2011, June 2012, March 2013, and November 2014, Respondent
prescribed opioids, stimulants, benzodiazepines, and other controlled and non-controlled
substances to Patient B with medical record documentation which was inaccurate, incomplete, or
otherwise insufficient to ensure patient safety.

20. On more than one occasion between 2007 and 2015, including, but not limited to
dates in May 2010, October 2011, June 2012, March 2013, and November 2014, Respondent
prescribed opioids, stimulants, benzodiazepines, and other controlled and non-controlled
substances to Patient B without adequate safeguards and consequences to prevent diversion and
abuse of the prescribed medications, thereby creating unreasonable risk of harm to Patient B and

the public.

21.  On more than one occasion between 2007 and 2015, including, but not limited to
dates in May 2010, October 2011, June 2012, March 2013, and November 2014, Respondent
failed to refer Patient B to other providers and/or work in collaboration with other providers to
ensure that Patient B’s physical and mental health conditions were appropriately treated.

22.  On more than one occasion between 2007 and 2015, Respondent met with Patient
B at locations outside Tomah VA, during which he shared intimate, personal details of his life,
and engaged in other non-professional communications with Patient B.

23. On more than one occasion between 2007 and 2015, Patient B had direct access to
Respondent via his personal cell phone, and used such to engage in telephone conversations and
text messaging with Respondent, including during periods of time in which Respondent was on
administrative leave and/or suspension from his employment with Tomah VA.

24.  On more than one occasion between 2007 and 2015, Patient B was disruptive
toward and made demands of Tomah VA healthcare providers related to medications Respondent
prescribed to Patient B, with threats of retribution against the providers by Respondent if the
demands were not met.

25.  Patient B’s disruptive, demanding and/or threatening behavior interfered with
patient care and/or could reasonably be expected to adversely impact the quality of care
rendered.

26.  Onmore than one occasion between 2007 and 2015, Respondent aided and
abetted Patient B’s disruptive, demanding, and/or- threatening behavior toward other healthcare
providers and staff at Tomah VA, thereby creating an unreasonable risk of harm to Patient B,
other Tomah VA patients, and the public.
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COUNT 2 - PATIENT C

- 27. On more than one occasion between 2005 and 2015, Patient C (a male veteran
born in 1961) received healthcare services at Tomah VA.

28.  Between 2005 and 2015, Patient C was seen intermittently at Tomah VA by
Respondent and other Tomah VA healthcare providers for various physical and/or mental health
conditions including depression, substance abuse (alcohol and cocaine), and joint pain.

29.  Between 2005 and 2015, Patient C’s Tomah VA healthcare chart reflects
- references to diagnoses of Severe Depression without psychosis; Post Traumatic Stress Disorder
(PTSD), Drug Dependence, Diabetes, Headache, Arthralgia, and non-compliance with
medication.

30. On more than one occasion between 2007 and 2014, including, but not limited to
dates in October 2011, April 2012, August 2013, and September 2014, Respondent prescribed
opioids in increasing amounts, multiple benzodiazepines, and other controlled and non-
controlled substances to Patient C.

31.  Onmore than one occasion between 2007 and 2014, Patient C repeatedly relapsed
into alcohol and other drug use, often resulting in criminal convictions and extended periods of
incarceration. After being released from incarceration, Patient C would return to Tomah VA and
Respondent would resume prescribing opioids in increasing amounts, multiple benzodiazepines,
and other controlled and non-controlled substance medications to Patient C.

32, On more than one occasion between 2007 and 2014, including, but not limited to
dates in October 2011, April 2012, August 2013, and September 2014, Respondent prescribed
opioids, benzodiazepines, and other controlled and non-controlled substances to Patient C
without adequate assessments, safeguards and consequences to prevent diversion and abuse of
the prescribed medications, thereby creating an unreasonable risk of harm to Patient C and the
public.

33. On more than one occasion between 2007 and 2014, including, but not limited to
dates in October 2011, April 2012, August 2013, and September 2014, Respondent prescribed
opioids, benzodiazepines, and other controlled and non-controlled substances to Patient C in
amounts and/or combinations with insufficient or no medical support, creating an unreasonable
risk that Patient C may suffer adverse health effects, up to, and including death.

34, On more than one occasion between 2007 and 2014, including, but not limited to
dates in October 2011, April 2012, August 2013, and September 2014, Respondent prescribed
opioids, benzodiazepines, and other controlled and non-controlled substances to Patient C
without informing Patient C of available alternate modes of medical treatment and the
risks/benefits of said treatments.

35. On more than one occasion between 2007 and 2014, including, but not limited to
dates in October 2011, April 2012, August 2013, and September 2014, Respondent prescribed
opioids, benzodiazepines, and other controlled and non-controlled substances to Patient C with
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medical record documentation which was inaccurate, incomplete, or otherwise insufficient to
ensure patient safety.

COUNT 3 - PATIENT D

36.  Onmore than one occasion between 2011 and 2014, Patient D (a female veteran
born in 1983) received healthcare services at Tomah VA.

37. InMay 2011, Patient D presented to Tomah VA for a compensation and pension
examination, subsequent to a September 2010 basic training accident requiring right hip surgery.

38.  Aspart of the May 2011 examination, Patient D denied any physical conditions
except the right hip injury.

39.  As part of the May 2011 examination, Patient D denied any psychiatric
conditions, including depression, anxiety, panic attacks and substance abuse.

40.  Patient D was next seen at Tomah VA in September 2012 with complaints of
increased hip pain. An urgent care provider prescribed Vicodin®, but Patient D reported it caused
nausea, headache, and vomiting,.

41.  Between September 2012 and December 2012, Patient D began reporting
symptoms of depression, a history of substance abuse, began requesting Percocet™, claimed back
and groin pain, and subsequently failed to present for scheduled physical therapy and mental
health appointments.

42, Between 2012 and 2014, Patient D’s Tomah VA healthcare chart reflects
references to diagnosis of Major Depressive Disorder, Panic Disorder, and Opioid Dependence.

43.  OnDecember 21, 2012, Patient D fnst saw Respondent. Patient D’s Tomah VA
healthcare chart from that visit refelences Percocet® as Patient D’s drug of choice for abuse.

44, On more than one occasion between 2012 and 2014, including, but not limited to
dates in February, April, May, and November 2013, Respondent prescribed opioids including
Percocet®, stimulants, benzodiazepines, and other controlled and non-controlled substances to
Patient D Wlthout adequate safeguards or consequences to prevent diversion and abuse of the
prescribed medications, thereby creating an unreasonable risk of harm to Patient D and the
public.

45, On more than one occasion between 2012 and 2014, including, but not limited to
dates in April, May, and November 2013, Respondent prescribed opioids including Percocet®,
stimulants, benzodiazepines, and other controlled and non-controlled substances to Patient D in
amounts and/or combinations with insufficient or no medical support, creating an unreasonable
risk that Patient D may suffer adverse health effects, up to, and including death.

46. On more than one occasion between 2012 and 2014, including, but not hrmted to
dates in April 2013 and January 2014, Respondent prescribed opioids including Percocet®,
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stimulants, benzodiazepines, and other controlled and non-controlled substances to Patient D
without informing Patient D of available alternate modes of medical treatment and the
risks/benefits of said treatments.

47. On more than one occasion between 2012 and 2014, including, but not limited to
dates in March and April 2013, Respondent prescribed opioids including Percocet®, stimulants,
benzodiazepines, and other controlled and non-controlled substances to Patient D with medical
record documentation which was inaccurate, incomplete, or otherwise insufficient to ensure

patient safety.

48. On more than one occasion between 2012 and 2014, Respondent failed to refer
Patient D to other providers and/or work in collaboration with other providers to ensure that
Patient D’s physical and mental health conditions were appropriately treated.

COUNT 4 - PATIENTE

49.  Onmore than one occasion between 2002 and 2014, Patient E (a male veteran
born in 1963) received healthcare services at Tomah VA.

50.  In July 2002, Patient E presented to Tomah VA for admission to a mental health
and substance abuse program, with a history of alcohol abuse, polysubstance abuse, and bipolar
disorder, among other history and presentation.

51.  In2002 and 2003, Patient E was treated by Respondent and other Tomah VA
healthcare providers for mental health and substance abuse conditions; during that time Patient E
was known to engage in deceptive behavior for obtaining controlled substances.

52.  Patient E returned to Respondent’s care at Tomah VA in December 2007 upon
reporting a recent out-of-state hospitalization for suicidal ideation. Patient E’s Tomah VA
healthcare chart from that visit reflects references to diagnoses of severe depression and
substance abuse.

53.  On more than one occasion between 2007 and 2014, including, but not limited to
dates in January 2008, December 2010, April 2011, March 2013, and January 2014, Respondent
prescribed opioids, stimulants, benzodiazepines, and other controlled and non-controlled
substances to Patient E without adequate safeguards and consequences to prevent diversion and
abuse of the prescribed medications, thereby creating an unreasonable risk of harm to Patient E
and the public.

54, On more than one occasion between 2007 and 2014, including, but not limited to
dates in January 2008, April 2011, July 2012, and January 2013, Respondent prescribed opioids,
stimulants, benzodiazepines, and other controlled and non-controlled substances to Patient E in
amounts and/or combinations with insufficient or no medical support, creating an unreasonable
risk that Patient E may suffer adverse health effects, up to, and including death.

55. On more than one occasion between 2007 and 2014, including, but not limited to
dates in January 2008 and July 2012, Respondent prescribed opioids, stimulants,




